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ABSTRACT

Trichotillomania is an uncommon paediatric psycho-dermatological condition in children. Contrary to the prevalence reported in
western literature, it is relatively uncommon in paediatric clinics of Indian subcontinent: mostly due to under reporting because of
parental ignorance and associated social stigma. Here, authors report a 10-year-old girl who presented with extreme trichotillomania
and other psychological comorbidities like intellectual disability, learning disorders and nocturnal enuresis leading to school
absenteeism. She responded well to behavioural therapy without pharmacotherapy. In follow-up at two months, there were no
relapses. This case emphasises the recognition of trichotillomania in children and importance of active family participation in

successful therapy.

CASE REPORT

A 10-year-old girl, who belonged to a nuclear Hindu family of middle
socio-economic status, was referred to child psychology clinic for
evaluation of intermittent pulling of hair for two and half years along
with nocturnal enuresis and decreased academic performance at
school. Her birth history and development history was uneventful
prior to this event. She had an unaffected/normal elder sibling. Her
relationship with parents and sibling was good.

She developed the symptoms when she saw her mother getting
threading of her eyebrows in a beauty parlour. Initial symptoms
started as pulling of eyebrows and eyelashes followed by scalp
hair in next few weeks. She used to swallow the pulled out hair.
However, the family ignored this and no intervention was taken by
them initially.

Although during initial months, hair pulling was present in presence
of parents, subsequently, it became covert. After two years,
symptoms resolved gradually on its own but to restart again three
months prior to visiting the clinic. However, this time, the child did
not swallow the hair and hair pulling was confined to scalp hair
only. Symptom frequency gradually increased from once or twice to
multiple times a day over three months that resulted in multiple bald
patches over scalp [Table/Fig-1]. The child used to get embarrassed
by her bald patches and on certain occasions she would request
mother to provide her a hair wig to hide the bald areas. Although
sometimes there would be no apparent guilt or sadness. The family
used to be extremely distressed and often restricted the child to
participate in social gatherings. There was no apparent trigger or
stressor for hair pulling.

On initial evaluation, child was cooperative with good eye-to-eye
contact and psychomotor activity was appropriate. In developmental
assessment using Developmental Profile 3, child had a quotient of
<70 in all sectors. Her IQ was 69 and SQ was 63. She was also
evaluated using Trichotillomania Scale for Children (Parent Version)
[1]. Evaluation by dermatology team ruled out common clinical
conditions associated with scalp hair loss such as alopecia totalis,
taenia versicolor, pressure induced alopecia, nutritional deficiency
induced hair loss. She was also evaluated for trichophagy and its
related medical complications (trichobezoar).

The child was subjected to multimodality behavioural therapy which
consisted of habit reversal therapy, preventing hair pulling by using
broad hairband, structuring daily activity/environmental modification
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[Table/Fig-1]: Frontal alopecia and madarosis secondary to trichotillomanis.

(more of stimulating activity and restricting sedentary activity like
TV watching) and parental counselling. Habit reversal therapy is
the intervention of choice in trichotillomania which consists of-
monitoring of frequency of hair pulling, increasing awareness of hair
pulling behaviour and situations that aggravate it, stimulus control
techniques to prevent or interfere hair pulling, competing response
training (doing activities that are physically incompatible with hair
pulling) [2].

After four weeks of the first visit, child looked more cheerful and
was found to be using a broad hairband [Table/Fig-2]. The mother
seemed more involved with child this time in the form of spending
more time with the child. Both parents had made a routine for the
daily activity, which mainly revolved around making child busy in
structured activity, as well as decreased TV watching. On follow-up
after two months, mother reported no episode of hair pulling. The
child was kept on regular follow-up, as these cases have high
recurrence rate in post treatment phase [3].

DISCUSSION

The present case describes a child with trichotillomania with
coexistent intellectual disability and other comorbidities, who
responded to combined therapy of habit reversal therapy, parental
education and environmental enrichment. This case highlights
the effectiveness of combined habit reversal technique along with
environment change in treatment of paediatric trichotillomania.
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[Table/Fig-2]: Follow-up after 4 weeks with broad hairband in place.

Trichotillomania is a psycho-dermatological disorder characterised
by clinically significant hair loss secondary to non-cosmetic pulling
of hair. The name is derived from the Greek terms for hair (trich),
pulling (tillo) and morbid impulse (mania). The disorder was first
recognised by Diagnostic and Statistical Manual of the American
Psychiatric Association, third edition-revised (DSM-III-R) in 1987.
According to current DSM V classification, it is recognised as one
of the Obsessive compulsion disorder (OCD) [4]. However, unlike
typical OCD, trichotillomania is more common in girls and is usually
not associated with disturbances in serotoninergic pathway. There
is paucity of literature regarding exact prevalence of trichotillomania
in general population. In developed countries, it is estimated to be
nearly in 1-3% of adolescent and young adult age group [5]. True
prevalence is actually higher than the reported cases as milder cases
are benign self-limited problem in children, hence rarely reported in
clinics. Data on this condition from Indian set up is very limited [6-12].
A chart review from the present authors’ institute in adult population
revealed a prevalence of 1.25% [12]. Studies on pharmacotherapy
remain inconsistent and none of the drugs are found to be more
effective as compared to placebo. Pharmacotherapy is generally
reserved for resistant cases. Habit reversal therapy has been
found to be the most effective of all modalities of treatment even in
paediatric population [13].

Trichotillomania is known to be associated with psychological
comorbidities such as intellectual disability, depression, anxiety
disorders, specific learning disability, enuresis and physical
comorbidities like trichophagia, trichobezoar, scalp abscess [14-
16]. The index case also had comorbidities such as nocturnal
enuresis; learning disability and intellectual disability for which she
was kept under regular follow-up. Some of the measures taken
for addressing comorbidities were: behavioural therapy (rewarding
the child for dry nights) and fluid restriction at night for nocturnal
enuresis and multisensory stimulation for intellectual disability.
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Trichophagy is reported in more than half of the cases with
trichotillomania [16]. Hence, special attention should be provided
to rule out trichophagy and trichobezoar in all cases of extreme
trichotillomania. In the index case, we had taken detailed history
to rule out trichophagy and moreover USG abdomen did not
reveal any trichobezoar. Parents and primary care givers play a
cornerstone role in management of paediatric trichotillomania.
Hence responsibility of treating physician/psychologist is to involve
them actively in therapy [12,17]. Educated parents are advised to
go through webpages dedicated for trichotillomania and refer the
health awareness material available in that web site.

CONCLUSION

Paediatric trichotillomania is often an ignored entity in developing
countries which needs to be addressed systematically through
principles of habit reversal therapy and active involvement of
parents. As more and more such cases are being diagnosed now-
a-days, there is a need to create awareness about this entity among
paediatricians.
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